Background: Mortality rates associated with sepsis have increased progressively in Korea, but domestic epidemiologic data remain limited. The objective of this study was to investigate the characteristics, management and clinical outcomes of sepsis patients in Korea. Methods: This study is a multicenter retrospective cohort study. A total of 64,021 adult patients who visited an emergency department (ED) within one of the 19 participating hospitals during a 1-month period were screened for eligibility. Among these, patients diagnosed with sepsis based on the third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3) were included in the study. Results: Using the Sepsis-3 criteria, 977 sepsis patients were identified, among which 36.5% presented with septic shock. The respiratory system (61.8%) was the most common site of infection. The pathogen involved was identified in 444 patients (45.5%) and multi-drug resistance (MDR) pathogens were isolated in 171 patients. Empiric antibiotic therapy was appropriate in 68.6% of patients, but the appropriateness was significantly reduced in infections associated with MDR pathogens as compared with non-MDR pathogens (58.8% vs. 76.0%, P < 0.001). Hospital mortality was 43.2% and 18.5% in sepsis patients with and without shock, respectively. Of the 703 patients who survived to discharge, 61.5% were discharged to home and 38.6% were transferred to other hospitals or facilities. Conclusions: This study found the prevalence of sepsis in adult patients visiting an ED in Korea was 1.5% (15.2/1,000 patients). Patients with sepsis, especially septic shock, had a high mortality and were often referred to step-down centers after acute and critical care.
INTRODUCTION
Sepsis is an important global health concern. A recent systematic review of study data from high-income countries yielded estimates of 31.5 million sepsis cases and 5.3 million deaths worldwide each year [1] . In addition, many patients who survive sepsis subsequently suffer from substantial cognitive impairment and functional disability [2] . To reduce the burden of sepsis, the World Health Organization has recommended implementing epidemiologic surveillance systems and monitoring the incidence and outcomes from sepsis, together with concerted efforts to reduce antimicrobial resistance [3] . Given the incidence, etiology, treatment and outcomes of sepsis vary by geographical region and change over time, national data must be continually updated to guide each country's healthcare policy and to allocate appropriate healthcare resources to manage sepsis [4] [5] [6] .
The mortality rates associated with sepsis have increased progressively in Korea [7] . But domestic epidemiologic data, especially regarding sepsis cases that are recognized outside the intensive care unit (ICU) remain limited. This study aimed to investigate the incidence, characteristics, treatment and outcomes of sepsis in Korea.
MATERIALS AND METHODS

Study Design and Population
This was a nationwide multicenter retrospective cohort study conducted by the Korean Sepsis Alliance. Nineteen tertiary or university-affiliated hospitals in Korea agreed to participate in the study. The steering committee developed the study protocol, periodically reviewed the progress, and provided overall supervision of the study. The present study was approved by the Institutional Review Boards of each participating hospital, and the requirement for informed consent was waived because of the non-interventional observational nature of the study.
We screened all consecutive patients who presented to the emergency department (ED) in one of the participating hospitals during a 1-month period (from January 1 through January 31, 2018) for eligibility. Patients who were over 19 years of age and had sepsis as defined by clinical criteria from the third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3) were included in the study and followed up until death or hospital discharge. We considered sepsis to be the diagnosis if the patient satisfied the following two conditions: (1) a probable or confirmed diagnosis of infection, and
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■ The prevalence of sepsis in adult patients visiting an emergency department during a 1-month period in Korea was 1.5% (15.2/1,000 patients). ■ Overall in-hospital mortality was 27.5% in adult patients with sepsis who were admitted to hospitals through emergency departments in Korea. ■ Patients with sepsis were more commonly referred to step-down facilities rather than discharged to home, even after acute sepsis care.
(2) an acute change in total Sequential Organ Failure Assessment (SOFA) score of 2 or more consequent to the infection [8] . The baseline SOFA score was assumed to be zero in patients not known to have pre-existing organ dysfunction.
Data Collection
Trained study coordinators in each participating center used the hospital records for each patient to prepare a standardized Excel spreadsheet-based case report form. The following information was collected retrospectively: (1) demographic data, including age, sex, comorbidities, SOFA score, physiological and laboratory measurements at the time of ED visit;
(2) infection data, including source and type of infection, and presence of multi-drug resistance (MDR) pathogens in the case of culture-positive-infected patients; (3) treatment data, including choice and appropriateness of empiric therapy, implementation of nonsurgical or surgical source control, implementation of the 1-hour Surviving Sepsis Campaign bundle, use of adjunctive steroids, and decisions regarding limitation of life-sustaining treatments during the hospitalization; and (4) clinical outcomes, including in-hospital death and discharge destination for patients who survived to discharge. For patients admitted to the ICU for sepsis, data regarding SOFA scores at ICU admission and at the first 48 hours after ICU admission, resource use and medical events during ICU stay, and need for organ support treatment at the time of ICU discharge were also collected. All participating centers were asked to complete data entry and email the data to the coordinating center at the Samsung Medical Center, where the quality of data were assessed for completeness and logical errors.
Definitions
Infection was defined as the presence of a clinical or radiological infectious focus, or both, plus the administration of antibiotics, and was classified into one of three categories: (1) mi- 
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Central nervous system 0 (0-2) 0 (0-1) 0 (0-3) <0.001 crobiologically documented infection (infection with pathogen identification), (2) clinically documented infection (infection without causative pathogen identification), and (3) possible infection (all other situations). We also divided the infections into community-acquired infection, which was present upon admission or developed within 48 hours of hospital admission, and hospital-acquired infection, which occurred > 48 hours after hospital admission. Cultured pathogens were defined as the presence of any etiologic microorganism recovered from cultures collected within 2 days before and 2 days after admission. MDR was defined as acquired nonsusceptibility to at least one agent in three or more antimicrobial categories [9] . Initial antimicrobial therapy begun in the absence of definitive microbiologic pathogen identification was considered an empiric therapy, and the appropriateness of empiric therapy was determined according to the results of the drug susceptibility test or the guideline recommendations [10] . Septic shock was characterized by persistent arterial hypotension requiring vasopressors to maintain mean arterial pressure ≥ 65 mm Hg and a serum lactate level > 2 mmol/L despite adequate volume resuscitation [8] . The 1-hour Surviving Sepsis Campaign bundle consisted of the following elements: measure lactate level, obtain blood cultures prior to administration of antibiotics, administer broad spectrum antibiotics, begin rapid administration of 30 ml/kg of intravenous crystalloid fluid for hypotension or lactate level ≥ 4 mmol/L, apply vasopressors to maintain a mean arterial pressure ≥65 mm Hg, and remeasure lactate level if initial lactate is > 2 mmol/L [11] .
Statistical Analysis
The data were summarized using descriptive statistics: median and interquartile range (IQR; 25th and 75th percentiles) were calculated for continuous variables, while categorical variables were summarized as numbers and percentages. In order to assess differences between subgroups, data were compared using the Mann-Whitney U-test for continuous variables and the chi-square or Fisher's exact test for categorical variables, when applicable. For all analyses, a two-tailed test with a P-value less than 0.05 was considered statistically significant. Statistical analyses were performed using STATA ver. 14.0 (Stata Corp., College Station, TX, USA).
RESULTS
Patient Characteristics
During the 1-month study period, 64,021 patients visited the EDs of the participating hospitals: 977 (1.5%) were identified as having sepsis through the medical records review and were included in the study. Among these, 357 patients (36.5%) met the clinical criteria for septic shock. Patient characteristics at the time of the ED visit are summarized in Table 1 . The median age was 75 years (IQR, 64-81 years) and 57.2% were male. Diabetes (29.1%), cardiovascular diseases (27.6%), and solid malignant tumors (26.4%) were the most frequent comorbidities. The median SOFA score was 5 (IQR, 3-7).
The comorbidities of patients with sepsis were similar to those of patients with shock, except for chronic pulmonary diseases ( Table 1 ). The SOFA score was higher in patients with septic shock (4 vs. 8, P < 0.001). The scores of each organ system were also different according to the presence of septic shock and the site of infection. In addition, myocardial depression was identified in 40 (46.5%) of 88 sepsis patients and 48 (62.3%) of 78 septic shock patients who underwent echocardiography (P = 0.043), and the proportion of severe left ventricular systolic dysfunction tended to be higher in patients Values are presented as median (interquartile range) or number (%). SOFA: Sequential Organ Failure Assessment; AST: aspartate aminotransferase; ALT: alanine aminotransferase; INR: international normalized ratio; PaCO2: partial pressure of carbon dioxide in arterial blood; PaO2: partial pressure of oxygen in arterial blood; BNP: brain natriuretic peptide. 
Characteristics of Infection
Most of the infections were community-acquired infections (80.9%) ( Table 2 ). The most common primary site of infection was the respiratory system (61.8%), followed by the abdominal cavity (16.5%) and genitourinary system (12.5%). Although respiratory system infections were the most common cause of both sepsis and septic shock, the percentages of patients with respiratory system infections (54.1% vs. 66.3%, P < 0.001) were lower and intra-abdominal infections (21.9% vs. 13.4%, P<0.001) were higher in patients with septic shock than in patients with-out shock. Microbiologic pathogens were identified in 444 patients (45.5%) and bacteremia developed in 186 (42.3%) of these patients. Infection due to MDR pathogens occurred in 171 (38.5%) of patients with microbiologically documented infection. Enterobacteriaceae accounted for about half of the MDR pathogens, and Staphylococcus aureus was the next most common (21.1%). Pathogens were more frequently identified (52.1% vs. 41.6%, P = 0.002), and the percentages of patients with bacteremia (54.5% vs. 35.2%, P < 0.001) and MDR pathogens (21.1% vs. 15.8%, P = 0.039) were greater in patients with septic shock than in sepsis patients without shock. 
Treatment Characteristics
Empiric combination therapy was used in a total of 484 patients (50.5%) ( Table 3 ). Beta-lactam antibiotics (87.5%) and fluoroquinolones (30.8%) were frequently chosen for empiric therapy. The percentages of patients administered glycopeptides (13.5% vs. 6.3%, P < 0.001) and carbapenem (13.0% vs. 4.5%, P < 0.001) were significantly greater in patients with septic shock than in patients without shock. The selection of empiric antibiotic regimen was appropriate in 68.6% of patients. The appropriateness of empiric antibiotic selection was significantly lower in infections by MDR pathogen than in infec-tions by non-MDR pathogen (58.1% vs. 76.0%, P < 0.001) (Figure 1 ( Figure 2 ), lactate was measured in 80.5% of patients, and it was remeasured in 254 (67.0%) of the 379 patients with initial lactate > 2 mmol/L. Blood cultures were obtained within 1 hour in 91.8% of patients, but antibiotics were administered to only 69.7% of patients in the same interval. Intravenous fluid administration and vasopressor infusion were performed in 38.9% and 35.0% of the patients, respectively. Compliance with survival bundle components was significantly greater in patients with septic shock than patients without shock, except with respect to obtaining blood cultures. A total of 294 patients (33.9%) were admitted to an intensive care unit, and data regarding treatment during the ICU stay were available for 286 of them: 182 (63.9%) and 70 (24.6%) patients received mechanical ventilation and renal replacement therapy during ICU stay, respectively. Extracorporeal membrane oxygenation for circulatory support was performed in 12 patients (4.2%). There was no significant difference in the need for organ support treatment in patients with and without shock. However, patients with septic shock were more often treated with hemoperfusion (10.7% vs. 3.5%, P = 0.025). Values are presented as median (interquartile range) or number (%). SOFA: Sequential Organ Failure Assessment; AST: aspartate aminotransferase; ALT: alanine aminotransferase; INR: international normalized ratio; PaCO2: partial pressure of carbon dioxide in arterial blood; PaO2: partial pressure of oxygen in arterial blood; BNP: brain natriuretic peptide. 
Clinical Outcomes
Overall, 267 patients (27.5%) died in the hospital, and hospital mortality was significantly greater in patients with septic shock than in patients without shock (43.2% vs. 18.5%, P < 0.001). Patients who died in the hospital were older and had a higher proportion of solid malignant tumor than survivors (Table 4 ).
In addition, non-survivors were more frequently associated with organ dysfunction at the time of visit to the ED and respiratory tract infection. However, there was no significant difference in the proportion of MDR pathogen, appropriateness of initial antibiotics, and source control measures. In a multivariable analysis, age, initial SOFA scores, solid or hematological malignancies, and site of infection were significant prognostic predictors for hospital mortality (Table 5 ). Of the patients who survived to discharge from hospital, 61.5% were discharged to home and 38.6% were transferred to hospitals or facilities ( Table 6 ). Most of the referral cases were transferred to step-down care. Patients with septic shock were more likely to be referred than sepsis patients without shock (48.3% vs. 34.7%, P = 0.002). Patients with septic shock had more frequent limitation of life-sustaining treatments (52.0% vs. 23.6%, P < 0.001).
DISCUSSION
In the present study, we described the clinical and microbio-logical characteristics and outcomes of patients with sepsis who visited an ED in Korea. We found that sepsis accounted for 1.5% (15.2/1,000 patients) of the population of adult patients visiting the ED during a 1-month period, and 36.5% of the sepsis patients presented with septic shock. The reported incidence of sepsis varies widely in different studies [12] , although direct comparison is difficult because of differences in screening methods and criteria for defining sepsis between studies. Our study showed comparable results when compared with reported incidence of severe sepsis (by Sepsis-2 criteria) or sepsis (by Sepsis-3 criteria) from neighboring countries or high-income countries. Recent observational studies from East Asian countries demonstrated an incidence of 0.4%-1.2% or 461-639 cases/100,000 person-years, and Fleischmann et al. [1] estimated the worldwide incidence of sepsis to be 437 cases per 100,000 person-years [13, 14] . The mortality rate was also similar to that reported in studies of sepsis patients with organ dysfunction [1] . In our study, patients with sepsis showed a high mortality rate: one quarter of sepsis patients-and more than 40% of patients with septic shock-died in the hospital. The patients in our cohort were older than sepsis patients in studies from Western countries, reflecting the rapidly aging Korean population. Increasing age has been suggested to be an independent factor associated with poor outcomes in sepsis [15, 16] . Hospital mortality among the patients in our study was consistent with reported mortality for sepsis patients, but approximately 40% of our patients were transferred to step-down care facilities after recovery from sepsis. The high rates of underlying comorbidities and limitation of life-sustaining treatment in elderly patients may have influenced these outcomes. A recent study from Japan also showed that elderly patients with various comorbidities were major population of patients receiving ICU treatment due to sepsis and only one-third of sepsis patients were discharged home [16] .
The respiratory system was the most common route of infection, similar to other studies [15, 17, 18] . In addition, the proportion of infections of respiratory system in our study was greater than in other studies, including that from another study from Korea [19] . Increasing age is considered a risk factor for community-acquired pneumonia in high-income countries, and death rates due to pneumonia in elderly patients have increased over the past 30 years in Korea, in association with socioeconomic improvements and aging of the population [20] . In addition to the relatively older population, having collected patient data during the winter may be also a reason for the higher proportion of respiratory system infections in our study [21] . Among the infections where the causative microorganism was identified as the cause of sepsis, 38% were associated with MDR pathogens, which was greater than in the Extended Prevalence of Infection in Intensive Care (EPIC II) study describing the prevalence of infections in ICUs in Western countries [6] . MDR is associated with initially inappropriate antibiotic therapy, and it results in an increased risk of in-hospital mortality [22] . While consistent with prior studies, a recent retrospective observational study from India shows that higher odds for mortality of MDR infection in the non-ICU population, but this relationship was not statistically significant in the ICU population [23] . In our study, the inappropriate anti-biotic therapy in infections associated with MDR pathogens was high, but did not affect mortality. This result might be attributed to the development of organ failure at the time of presentation, although there was no difference in the initial SOFA scores between the two groups.
We characterized the patterns of empiric antibiotic therapy and the 1-hour sepsis bundle approach in clinical practice, as well as the epidemiology of sepsis, and identified considerable differences in the initial resuscitation and treatment of sepsis depending on presence of shock. In patients with septic shock, the use of glycopeptides and carbapenem and administration of antibiotics and measurement of lactate within one hour were significantly more frequent than in sepsis patients without shock. This difference might reflect the lack of compliance with the international guidelines for management of sepsis [10] , but could also be interpreted as a result of failure of early recognition of sepsis in patients without hemodynamic instability. The rates of fluid and vasopressor infusion were also significantly greater in patients with septic shock. However, it is difficult to distinguish whether these results were due to lower adherence to the bundle approach or to lower rates fluid or vasopressor therapy in patients without shock, because we did not assess indicators of hydration status (hypotension or lactate ≥ 4 mmol/L) or the use of vasopressor therapy (hypotension during or after fluid resuscitation) [11] .
Although our study provided information regarding the prevalence, patient and infection characteristics, and outcomes in sepsis patients diagnosed using Sepsis-3 definitions, and regarding compliance with the 1-hour sepsis bundle in Korea, there are several limitations that should be considered. First, because of the retrospective nature of the study, our findings remain prone to various biases. We used a national multicenter design to improve the generalizability of our findings, but there is a potential risk of selection bias, because only patients visiting tertiary or university-affiliated hospitals were included in the study. Next, the incidence of sepsis might have been underestimated in this study, as we did not evaluate sepsis identified on general wards or in ICUs during hospitalization, or sepsis caused by viral or fungal infections. In addition, given the incidence and characteristics of infection may vary depending on the season, we could not exclude the possibility that the incidence of sepsis might have been different if the study had been conducted during a different (non-winter) season. Finally, the causal relationship between sepsis and death could not be identified in this study. Additional prospective studies of sepsis, addressing a larger number of patients followed for a longer period of time, are needed to bet-Acute and Critical Care 2019 August 34 (3): [179] [180] [181] [182] [183] [184] [185] [186] [187] [188] [189] [190] [191] ter define the public health and economic burden of sepsis. Further prospective and nation-wide studies should deal with evaluation for viral and fungal infection in order to comprehensively understand the microbiological characteristics and improve the appropriateness of antimicrobial use, and analysis of detailed cost and economic burden as well as clinical outcomes.
In Korea, the incidence and mortality of patients with sepsis were comparable to those reported in other high-income countries. Patients with sepsis, in addition to having a high mortality, were more commonly referred to step-down facilities rather than discharged home even after acute sepsis care. Our study found differences between the participating hospitals with regard to compliance with current recommendations for initial resuscitation and treatment of sepsis and septic shock, which suggests that knowledge of and experience with early recognition and treatment of sepsis may still be lacking. Further epidemiologic studies and development of healthcare policies aimed at improving awareness of sepsis and promoting implementation of the recommended sepsis care protocols are needed to improve the outcomes of sepsis.
